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Aneurysm of  an artery of  Buhler: An unusual case 
To the Editors: 
We report a case of a patient who had an aneurysm of 
the artery of Buhler. This vascular anomaly is extremely rare 
and is identified as a collateral vessel b tween the splenic 
artery and the superior mesenteric artery when the celiac 
axis is occluded. To our knowledge, this aneurysm has not 
been reported. 
CASE REPORT 
A 59-year-old Japanese woman had epigastric discom- 
fort. Computed tomography scanning of the abdomen 
showed around mass, which was strongly enhanced, in the 
space between the inferior vena cava nd the pancreas. 
A selective superior mesenteric arteriogram revealed a
noncalcified saccular aneurysm arising from the artery of 
Buhler. This artery was believed to have developed as a 
collateral vessel between the splenic artery and the superior 
mesenteric artery, because the celiac artery was completely 
occluded (Fig. 1). 
The operation was performed because transarterial 
embolization (TAE) of the aneurysm was unsuccessful. A 
3 cm diameter aneurysm was found in the retroperitoneal 
space medial to the aorta and had two afferent arteries and 
one efferent artery corresponding to the artery of Buhler 
(Fig. 2). The aneurysm was removed. 
Fig. 1. Preoperative selective arteriogram of superior 
mesenteric artery. Saccular aneurysm isevident on artery of 
Buhler. Celiac artery was completely occluded, and com- 
mon hepatic and splenic arteries are visualized by reversal 
flow through pancreaticoduodenal artery. 
Fig. 2. Operative view ofaneurysm. CHA represents common hepatic artery, GDA represents 
gastroduodenal artery, Po V represents portal vein, Ane represents aneurysm of artery of Buhler. 
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Fig. 3. Embryologic derivation of celiac artery, superior mesenteric artery, and artery of 
Buhler. AA represents abdominal aorta, VLA represents ventral segmental artery, LGA 
represents left gastric artery, SPL represents splenic artery, HEP represents hepatic artery, SMA 
represents superior mesenteric artery. 
The postoperative course was uneventful and the 
patient was discharged from the hospital 21 days after the 
operation. 
Discussion 
There are two major anastomoses between the celiac 
and the superior mesenteric arterial system.l'2 One of them 
is the gastroduodenal and the inferior pancreaticoduodenal 
route, and the other is the dorsal pancreatic colic route. The 
artery of Buhler, which is distinct from two anastomotic 
channels, similarly joins the celiac and the superior 
mesenteric arterial systems. 
Embryologically, s,4 the celiac and superior mesenteric 
arteries are developed from the tenth and thirteenth ventral 
segmental rteries, respectively. The segmental rteries are 
interconnected bya ventral anastomosis, which may persist 
as the artery of Buhler (Fig. 3). Therefore variations in the 
degree of regression account for the different celiac- 
mesenteric patterns, with complete regression resulting in 
the usual anatomy and partial regression accounting for the 
derivation of a hepatomesenteric trunk. The anastomotic 
type between the celiac and the superior mesenteric arterial 
systems was described by Feigl et al.5 in detail. 
The cause of the aneurysm of the artery of Buhler 
remains unclear. In this case, the celiac arterial system was 
perfused by reversal of flow through the pancreaticoduode- 
nal artery and the artery of Buhler because of complete 
occlusion of the celiac artery. Therefore the artery of Buhler 
has had significant large flow and then was torturously 
dilated as a collateral vessel. Pathologic findings and the 
absence of systemic vascular disease argue for the significant 
large blood flow and medial degeneration asthe primary 
cause of the aneurysm. 
TAE has been used as an alternative treatment of cases 
of nonrevascularization. We tried to perform TAE two 
times but failed because of the tortuous collateral vessels. 
Surgery for the aneurysm of the artery of Buhler includes 
excision of the auerysm without revascularization because 
arterial blood flow to the liver and spleen was usually 
maintained through the superior mesentric artery and the 
gastroduodenal artery. 
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